Objectives-To examine the feasibility of screening for alcohol problems in a representative flow sample of patients attending a busy UK emergency department. To compare two methods of identifying alcohol related problems in the emergency department. Methods-Brief interview administered by the same interviewer to a representative flow sample of 429 patients attending a single accident and emergency department over a six week period. Measures included a CAGE questionnaire and assessments by the patient and staV as to whether the attendance was alcohol related. Results-413 patients (96%) were successfully screened. Of these, 115 (28%) patients were considered to have an alcohol related attendance on the basis of the CAGE questionnaire or the staV assessment. Head injuries and psychiatric presentations were particularly likely to be associated with alcohol misuse. Compared with those identified by staV, patients scoring above threshold on the CAGE were more likely to attend during routine working hours and recognise they had an alcohol problem. Conclusions-Emergency departments may provide an opportunity for the early prevention of alcohol related diYculties. However, patients with alcohol problems who present to the emergency department are not a homogenous group. DiVerent screening methods identify diVerent groups of patients, who in turn may respond to diVerent forms of intervention. Further research examining the eYcacy and feasibility of diVerent alcohol treatment approaches is needed to enable us to target specific interventions to those patients who might most benefit.
Between 37%-50% [1] [2] [3] of all patients have consumed alcohol before presentation at emergency departments (EDs). Alcohol consumption has potentially serious consequences: it is an important contributing factor to various types of injury [4] [5] [6] [7] and those who present to EDs in an intoxicated state have a mortality rate of 2.4 times the normal population if they are followed up over a five year period. 8 Despite the scale and seriousness of alcohol problems in ED patients, only a small percentage are identified as having alcohol problems by ED staV, and even fewer are referred to specialist alcohol services. 9 EDs may be the initial point of healthcare contact for patients with alcohol problems and could therefore provide an opportunity for the successful prevention of further alcohol related diYculties. A first step to providing services for this group of patients would be to identify those patients with alcohol problems who may be amenable to treatment. Studies conducted in EDs in London suggest that this may be a feasible option. 10 11 However, screening is not without its problems. Patients, especially those who are intoxicated, are highly unlikely to complete self report measures. 10 Asking ED staV to complete questionnaires results in a higher pick up rate, but this still only identifies 5% of the expected number of patients with alcohol problems. 10 11 In the largest UK study of its type involving 17 000 patients attending an ED in the north of England, the researchers were successfully able to screen less than one third of attendees. 12 These figures perhaps reflect the extremely pressured work environment in many EDs.
In this study we wished to identify as accurately as possible the numbers of patients with alcohol related problems presenting to a busy ED by screening a representative "flow sample". We also wished to compare two methods of assessing alcohol related problems (the CAGE questionnaire 13 and staV assessment) to ascertain whether they identified different groups of patients.
Methods

SUBJECTS
The study was carried out at Manchester Royal Infirmary over a six week period. The ED serves a deprived inner city area and sees approximately 67 500 new patients per annum.
The day was divided into six time periods: 8 am-12 noon, 12 noon-4 pm, 4 pm-8 pm, 8 pm-midnight, midnight-4 am and 4 am-8 am. Over the six week period subjects were recruited during each of the diVerent time periods to avoid a sampling bias. Recruitment took place over a total of 336 hours (equivalent to 14 complete 24 hour periods). Every fifth consecutive patient aged 12 or over attending the ED during the specific time period was asked to complete a brief screening interview about alcohol consumption and problems (appendix).
Patients were approached after they had been triaged. The same interviewer, a fourth year medical student (AH), interviewed them all. The interview was designed to be very brief so that any member of the ED department could administer it.
The patient's presenting complaint was noted and two alcohol related assessments were conducted.
(1) StaV assessment After the patient had been examined and treated the ED doctor and the nurse who had seen the patient were asked to make a judgement as to whether the patient's presenting problem was alcohol related.
(2) Patient's assessment Patients were asked whether they thought that their presenting problem was related to excessive alcohol consumption. They were then asked to complete the CAGE screening questionnaire. 12 This contains four items, which relate to drinking habits. If the subject endorses two or more items it is probable that he or she is a problem drinker.
STATISTICAL ANALYSIS
Non-parametric analyses were carried out on a personal computer using SPSS (version 7)
Results
A total of 429 patients were approached during the study period. Three patients refused, 13 were too ill to be interviewed. Altogether 413 patients were therefore included in the study. The median age of the sample was 30 years (range 12-98 years); 173 subjects (42%) were female.
IDENTIFYING PATIENTS WITH ALCOHOL RELATED PROBLEMS
A total of 115 (28%) patients were considered to have alcohol related problems on the basis of either the CAGE questionnaire or the staV assessment. Table 1 shows the distribution of presenting complaints. Alcohol was a significant contributing factor to head injuries and psychiatric presentations. There was a marked diVerence in the distribution of presenting complaints between patients with alcohol related problems and those without ( 2 118.1, df 25, p<0.001).
Compared with other patients, these patients were younger (median age: 27 v 31 years, p<0.02, Mann-Whitney U test) and consumed more alcohol (median number of units consumed daily: 5 v 2, p<0.001, Mann Whitney U test). Patients with alcohol related problems were more likely to present out of hours ( 2 13 .05, df 5, p<0.05), but no more likely to present on particular days of the week. When asked whether they thought their attendance was alcohol related, 49 of 115 (43%) patients with a presumed alcohol related attendance reported that it was, compared with 4 of 298 (1.3%) of patients without a presumed alcohol related reason for attendance (p<0.01, 2 test).
COMPARING THE CAGE QUESTIONNAIRE WITH STAFF ASSESSMENT
Thirty six patients were identified as problem drinkers on the basis of both their responses to the CAGE questionnaire and the staV assessment. Thirty nine patients were identified as problem drinkers on the basis of the CAGE only, and 40 patients were identified as problem drinkers on the basis of the staV assessment only. Comparing those identified by the CAGE with those identified by staV, the CAGE positive group were more likely to be male (33 of 39 (85%) male v 19 of 40 (48%) male, p<0.01, 2 test). There was no diVerence in age or number of units consumed or the day of presentation in the two groups. Figure 1 shows the time of presentation for alcohol related attendances to the ED. The CAGE positive group were more likely to present during normal working hours ( 2 10.4, df 5, p=0.06). The CAGE positive subjects were more likely to acknowledge their attendance at the ED was attributable to alcohol (24 of 39 (90%) v 4 of 40 (10%), p<0.01, 2 test).
Discussion
This study is one of the few UK studies to be conducted on patients who attend the ED department with alcohol related problems and the only one to our knowledge to use a representative flow sample. We were successfully able to screen 413 of 429 patients (96%), a much higher proportion than reported in previous research. It confirms the findings of work from both the UK and USA that alcohol is a significant contributing factor to ED 
Figure 1 Time distribution of attendances at the ED related to alcohol problems.
Identified by CAGE attendance. 1-3 10 11 Nearly one third of presentations to our ED were alcohol related to some degree.
We have shown that it is possible to detect large numbers of patients with alcohol problems in EDs using relatively unsophisticated screening tools, in this case a CAGE questionnaire or a staV assessment. In addition our results suggest that certain presenting complaints, such as head injuries or psychiatric presentations should alert ED staV to the possibility of alcohol misuse.
The absence of a gold standard for the detection of alcohol related psychiatric diagnoses was a potential weakness of this study. However, an in depth standardised interview is time consuming, must be administered by a trained interviewer, and is less likely to be acceptable to patients in the ED than the measures used here. Even screening tools may sometimes be impractical to administer. A study carried out in a London teaching hospital estimated that administering a two minute questionnaire to all adult patients in the ED would add 35 hours to each working week, and concluded that time pressures were a major factor in low pick up rates.
11
Patients with alcohol problems who present to EDs can be helped. A recent uncontrolled UK study found that almost two thirds of patients referred to an Alcohol Health Worker based in the ED attended their appointment, and in those 71 patients successfully followed up at six months the mean reduction of alcohol intake was an impressive 43%.
14 However, this study was carried out using a highly selected sample. Other studies have reported a much less favourable outcome. For example a study of over 4000 patients attending an ED in the north of England suggested that only 41% of patients identified as drinking excessively could be oVered help, and of these nearly 90% declined to be treated. 12 Studies carried out in primary care have suggested that brief interventions are eVective in reducing alcohol consumption 15 but the results need to be interpreted cautiously because of drop out rates of up to 80%. 16 It is also unclear what the active ingredients of such treatments might be and who might most benefit from receiving them. 17 This study suggests that patients with alcohol problems who present to the ED are not a homogenous group. DiVerent screening methods identify diVerent groups of patients, who in turn might respond to diVerent forms of intervention.
The CAGE may identify cases of longer standing alcohol misuse, a group that research suggests might be more diYcult to help. 15 However, these patients seem to recognise they have an alcohol problem when they attend the ED and this is a good opportunity to intervene if the patient can be engaged immediately. This could be facilitated by an alcohol health worker based in the department, and is made more practical because CAGE positive patients attend during normal working hours.
Those patients identified on the basis of staV assessment are often intoxicated and lack insight into the nature of their problem when they attend the ED. Any immediate intervention at the time of presentation is unlikely to succeed and may be impractical to provide as these patients tend to attend out of hours. An alternative approach that may be of benefit is to give patients information cards inviting them back to the ED the next day to discuss their alcohol problem when they are no longer intoxicated. 10 These people are hazardous drinkers and are perhaps less likely to be truly alcohol dependent than those patients identified by the CAGE. Evidence suggests that they are more likely to respond to brief interventions, 15 perhaps delivered by non-specialist staV.
In conclusion, more patients attend EDs than are seen in hospital outpatient clinics. Presentation to the ED with alcohol related problems therefore represents a real opportunity to intervene. Patients could be picked up early in the natural history of their alcohol misuse when we know that intervention is more likely to succeed. We may also identify patients that are not currently known to health services. EVective treatments will prevent longer term social and health related diYculties. They may also reduce repeat attendance at the ED, up to a fifth of which is attributable to alcohol misuse. 18 The most basic strategies would include some form of screening not only to identify the extent of the problem, but (as happened in this study) to raise awareness within individual EDs. However, screening has the potential to hugely increase the workload of both EDs and community alcohol services. Potential solutions might include employing alcohol health workers in the ED 14 or training non-specialist staV to provide brief interventions, but this may not be an option in many smaller or hard pressed departments. Alerting patients' general practitioners is also an important part of management especially if, as often happens, the patient is not amenable to advice at the time of presentation to the ED.
Although these general strategies may be helpful, it is unlikely that "blanket" approaches to intervention will be eVective. This study and previous work 17 suggest that patients presenting to the ED with alcohol problems are a complex and heterogeneous group. Further research examining the eYcacy and feasibility of diVerent alcohol treatment approaches is needed to enable us to target specific interventions to those patients who might most benefit. 
